categorized all food and water, regardless of the means by which they are delivered, as 44 obligatory and a natural vs. medical action to preserve life. Accordingly, cessation of artificial 45 nutrition resulting in death is viewed as euthanasia by omission in PVS patients. 2 Despite this 46 confusion, some theologians argue that little has changed in the Catholic teaching on artificial 47 nutrition and hydration.
11
In 1990, the Supreme Court ruled in favor of individual states' requirement to provide 114 clear and convincing evidence concerning patient wishes before treatment with artificial nutrition 115 could be discontinued. 32 This ruling pertained to individuals in a PVS, favoring those with 116 explicitly conveyed wishes, preferably in writing, to family, friends, and healthcare providers in 117 advance of a life-threatening situation. The focus of this ruling was the incapacitation of a 118 healthy young woman, Nancy Cruzan from Missouri, who was found unresponsive after a car 119 accident, resuscitated and remained in a PVS for almost 8 years. Ms. Cruzan received enteral 120 nutrition for 8 years, however after 3 years of aggressive therapy, her family requested removal 121 of the enteral tube. A legal battle ensued between the Cruzan family and the state of Missouri, 122 who opposed the family's wishes, eventually leading to the United States Supreme Court. After 123 providing additional evidence to the State, Ms. Cruzan's family received permission to remove 124 her enteral tube and she died 12 days later in December 1990. 33 As a result of this landmark 125 case, the Patient Self-Determination Act was passed in 1990. This Act requires that health care 126 facilities receiving government funds determine if patients have an advance directive and if not, 127 facilities are mandated to offer the opportunity to complete one. 128
Thirteen articles and/or letters concerning artificial nutrition published in HCR during 129 1990 focused on the Nancy Cruzan case. Although the categories were not significantly different 130 from the remaining articles in this time frame, the discussion provided more detail, such as the 131 depth with which the legal, ethical and expressive aspects of family involvement in decision-132 making were presented in terms of surrogacy, substituted judgment, best interests standard, hope 133 and acceptance. and laity. 42 Notwithstanding the idea that medically assisted nutrition equates to ordinary or 180 basic care, the original tenets set forth by De Vitoria 10 may apply to food and water as 181 extraordinary if one's condition dictates. 182
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Four other categories (cost, provider issues, legal issues, and ethics/morality) were also 183 evident in this small sample. Institutional cost was discussed in terms of inadequate staff to 184 orally feed those who are capable, in favor of a PEG tube. 41 Individual principles concerning the 185 quality of life were confused with provider rights and the ultimate sanctity and value of life. 42 
186
The legal nature of treatment withdrawal was evident in terms of the conscious yet incompetent 187 patient suffering from devastating brain damage, but not in a vegetative state. 43 Despite 188 bioethical and legal discussion for more than 30 years, the apparent lack of societal consensus 189 concerning withdrawal or withholding artificial nutrition was clear in this sample 42 , as it 190 continues to be now. were discussed as in previous years, however the concern centered on the correctness of 210 diagnosis -PVS, minimally conscious states, and/or treatable brain damage. [45] [46] [47] [48] This discussion 211 paralleled the Schiavo case in which family and some medical experts argued that Ms. Schiavo 212 was misdiagnosed and not in fact in a PVS. For the first time this discussion spilled over into 213 issues of personhood, questioning if those in a PVS were in fact disabled 49 , and noting 214
Americans' negative view of disability and incompetence, while obsessing over autonomy. withholding of artificial nutrition. Key points within these categories are discussed below 241 providing a necessary foundation to address these highly emotive issues in the future. 242
Illness and Treatment Trajectory 243
The acceptance of death as a normal phenomenon in American society is problematic, 244 since many believe death to be an option not an eventuality, and as such, a subsequent lack of 245 realism influences this discussion. A large number of reviewed publications focused on the 246 physiological issues surrounding withdrawal or withholding of artificial nutrition, and therefore 247 fell within the category of illness and treatment trajectory. Discussion of the nature of the illness 248 focused on the diagnosis and prognosis of the unconscious incompetent patient (PVS) in terms of 249 the ability to withdraw artificial nutrition. Since the Quinlan case, PVS remained a recognized 250 irreversible diagnosis in which life-sustaining treatments may be discontinued according to a 251 In addition to the diagnosis of PVS, the question of withdrawal arose in those patients 260 who were incompetent, but conscious with massive brain damage or dementia. The diagnosis of 261 dementia broadened the population in question and therefore may be more problematic for those 262 fearful of the 'slippery slope' analogy. Clinicians argued that an end stage patient suffering from 263
Alzheimer's disease was just as terminal as was a patient in a PVS. Although the argument to 264 orally feed those with dementia but without dysphagia was self evident, the concern over 265 accurate diagnosis of advanced dementia may be problematic. 266
Further, evidence points to the lack of a positive outcome when instituting enteral 267 nutrition for weight maintenance or loss, prevention of aspiration and treatment or prevention of 268 decubitus ulcers. 57 As such, patients suffering from dementia or massive brain damage demand 269 distinction from those in a PVS, and therefore require separate examination in terms of the 270 potential need to withdraw or withhold artificial nutrition. 
Ethics, Morality and Legal Issues 292
Despite the lack of moral, ethical and legal distinction between withholding and 293 withdrawing care 22 , some clinicians, families and clergy voice strong opposition to withdrawing 294 care once initiated. This opposition is due in part to the perception that active treatment 295 discontinuation 'feels different' than failure to initiate care. Without the ability to accurately 296
Artificial Nutrition Debate 14 predict impending death, clinician comfort to initiate and discontinue treatments as necessary is 297 critical to providing adequate and appropriate care. 298
In the end, the ethics and morality of this issue seem to be most burdensome for patients, 299
families, providers and society in general. What emerged as an early consensus on the delivery, 300 withholding and withdrawal of artificial nutrition appears to be a ruse. Inherent in the discussion 301 of symbolism and food is the assumed pain and social repugnance with removal of artificial 302 nutrition. A few of the articles in this sample used the term starvation, as did the Schiavo case. 303
Media depiction of the images of starvation and cruelty in this Florida case were similar to the 304 circumstances of mid-December 1990, when another government official (the then Governor 305
John Ashcroft) was also asked to intervene, and did so, in the case of Nancy Cruzan to prevent 306 starvation from withdrawal of artificial nutrition. Another case of starvation reported in the 307 Philadelphia media 62 in a similar fashion to that of the previously discussed cases, involved the 308 intentional withholding of oral nutrition from children by their parents, and not withdrawal of 309 artificial nutrition. It is disturbing to see the parallels drawn by the media in these drastically 310 different cases, but perhaps it is reflective of society's inability to distinguish one from another. 311
Some might argue that the cause of death is key when removing artificial nutrition. Perhaps, the 312 underlying disease that prevented individuals from ingesting food orally causes an individual's 313 death, or perhaps death ensues from the direct removal of artificial nutrition. Some would 314 classify the latter as starvation. In that sense, it is confusing at best to untangle the web of 315 causality in an individual who is either at the end of their lives, in a persistent vegetative state, or 316 suffering from massive brain damage, dementia, or severe multi-system organ failure. Issues of withdrawing or withholding artificial nutrition are difficult for many who search 326 for a comfortable and safe place in which to decide. Authors examined these decisions in terms 327 of the obligation to treat, benefit vs. burden, medical futility, and ordinary vs. extraordinary or 328 disproportionate vs. proportionate care. While some feared the finality of the consequences of 329
withdrawal, others felt we should proceed cautiously due to the volatility of these issues, and still 330 others spoke clearly of the need to complete work in the areas of substituted judgment and best 331 interests standard while recognizing the innate vulnerability of this issue. From this sample, it is 332 evident that ethicists, lawyers, and clinicians struggled with many issues, but also held strong 333 beliefs concerning the future course of clinical care and legal decisions. 334
Conclusions: One Step Forward or Two Steps Back? 335
Despite broad discussion of various clinical situations, much has remained unchanged in 336 proscribing a precise method to treat or not to treat nutritionally. Some highlight the need for 337 continued work in end-of-life treatments, noting the unfinished nature of this dilemma and the 338 call for more substantial ethical and policy guidelines. 42 The presence of significant court rulings 339 and numerous debates seemed to add little comfort. Some may argue that the Schiavo case and 340 nutrition. Rather, it is now clear that these recent events are not an unraveling of a well 342 established norm, but evidence that society never embraced this consensus as was once assumed. 343
Perhaps, some of this continued discomfort is based on the rarely addressed issue of symbolism. 
Illness & treatment Trajectory
The nature and goals of treatment, the nature of illness and death, the utilization of technology, and decision-making.
Personhood
The individual's rights and principles, and the struggle for primary of rights between patients, providers, institutions, and society.
Family
The expressive and legal/ethical aspects of family involvement in the care of an individual.
Provider Issues
The personal rights and values of providers.
Cost
The institutional and societal cost of lifesustaining treatment.
Religion
A particular guide to interpret the meaning of withdrawal and associated rules.
Legal Issues
The legal aspects of patient rights, withdrawal of artificial nutrition, legislative issues, and parallels to other health care issues.
Ethics & Morality
Ethical principles and the lack of consensus on withdrawal or withholding of artificial nutrition.
